The cause of Henoch-Schonlein purpura is unknown. A minority of cases may be attributed to allergy to food or drugs, as has been shown by the reappearance of purpura on administration of the suspected substances. It has been suggested that the disease usually develops as a reaction to pharyngitis or tonsilitis caused by the Group A 3-haemolytic streptococcus. Henoch-Schonlein purpura would, therefore, have an aetiology similar to that of rheumatic fever, although its occurrence is rarely associated with either rheumatic fever or scarlet fever. Several authors have suggested that preceding respiratory tract infections, not specifically streptococcal in origin, may be important as an aetiological factor (Vernier et al., 1961) .
In the absence of specific tests which could indicate that a patient has developed hypersensitivity to bacteria or viruses, epidemiological studies offer an alternative method of implicating such hypersensitivity in the aetiology of HenochSchonlein purpura. In this paper is described a study of the epidemiological evidence which would associate the disease with antecedent streptococcal throat infection or other respiratory tract infection.
METHOD
Records of all children diagnosed as having Henoch-Schonlein purpura during 1963-72 were obtained from the Southampton Children's Hospital. This hospital is the only paediatric centre in Southampton and it also serves the surrounding part of Hampshire. A recorded diagnosis of HenochSchonlein purpura was accepted when the character. istic skin rash was described together with e'aser joint disorders (periarticular pain, tenderness, or swelling) or gastrointestinal disorders (abdominal pain, haematemesis, or melaena). In one case the rash was absent, but both joint and gastrointestinal disorders were present.
RESULTS
Altogether 82 children were recorded as having Henoch-Schonlein purpura during the 10-year period. For six of these, the recorded data did not meet our criteria for the diagnosis. Of the 76 children remaining, 38 were boys and 38 girls. The age range was from 7 months to 14 years with a modal age of 5 years ( Table I) .
The frequency of different symptoms and signs is shown in Table II . As already stated, all but one of the patients had the characteristic skin rash; 68 had joint symptoms and/or signs; 45 had abdominal pain; and 23 had haematuria and/or proteinuria. Other disorders were infrequent.
Either throat or nasal swabs or both were taken from 70 patients and the anti-streptolysin (ASLO) titre was measured in 53. Five (8 %) ofthe nasal swabs and 12 (17%) of the throat swabs grew 3-haemolytic streptococci. Of the ASLO titres 14 (26%) were greater than 200 international units per ml. In only 33 % of patients in whom one or more of these investigations was performed was there laboratory evidence of recent streptococcal infection. The isolation of streptococci from 17% of throat swabs from the patients may be compared with an isolation rate of 9-6% from all throat swabs taken from Southampton children during 1972. In that year there were 146 isolates from 1506 throat swabs taken from children aged 1 to 10 years and sent to the Southampton Public Health Laboratory during routine general and hospital practice.
A total of 66% of the patients were recorded as having had a respiratory tract infection (coryza, cough, otitis media, sore throat) in the month preceding admission, compared with 49 % of a control group of 148 children admitted to the Southampton Children's Hospital in 1972-73 (Table   III) . These control children comprised all patients admitted in February, July, and September who had diseases other than Henoch-Schonlein purpura or a respiratory tract infection, and in whose records the presence or absence of preceding respiratory tract infection was noted. The difficulty of searching through large numbers of hospital records prevented selection of a control group admitted throughout one year, and the three months were selected to reflect the varying rates of respiratory tract infection during the year. Standardization to allow for the different age distribution in the Henoch-Schonlein purpura patients and the controls gives frequencies of 55 % in patients with preceding respiratory tract infection compared with 48 % in controls. Fig. 1 shows the distribution of the month of onset of symptoms among the 76 Southampton children with Henoch-Schonlein purpura. Numbers for adjoining months have been combined to give six 2-monthly frequencies. There is a peak in frequency in September to October but otherwise little variation throughout the year. Fig. 1 (Fig. 2) . DIscussIoN In a study of 19 patients with Henoch-Schonlein purpura Bywaters, Isdale, and Kempton (1957) found that the frequency of ASLO titre elevation and isolation of streptococci from throat swabs was similar to that in control patients suffering from a variety of non-rheumatic illnesses. Among the 76 patients in Southampton, evidence of recent streptococcal infection has been found in only 33 % and the isolation rate of streptococci from throat swabs of patients was only 7% higher than that from 1506 throat swabs taken from children during routine hospital and general practice. In Southampton the seasonal pattern of the disease does not correspond with the seasonal pattern of isolation of haemolytic streptococci from throat swabs (Fig. 1) . Since children from whom throat swabs are taken are not representative of all children in the Southampton population these data must be interpreted with caution. Likewise the data on Henoch-Schonlein purpura derived from hospital admissions, and for this usually mild disease admission rates may be influenced by social factors and, therefore, may imperfectly reflect changes in disease incidence. Nevertheless from these findings there is no evidence that streptococcal infection is an aetiological factor in the majority of cases of the disease. Lewis (1955) Fig. 3 . The seasonal distributions from Edinburgh and Glasgow and from Wessex (Fig. 2) , which are based on the largest numbers, are similar in showing a peak frequency in March to April. The marked January to February peak in the Berkshire and Buckinghamshire data and the October to November peak in Southampton (Fig. 1) were not found elsewhere. In all areas there was a low frequency in July to August. (Lewis, 1955) and Berkshire and Buckinghamshire (Bywaters et al., 1917) . Bywaters (1969) has written that 'there is a greater incidence (of Henoch-Schonlein purpura) in the winter and spring in the British Isles, especially during February'. Table IV shows the sum of the five sets of data from Southampton, Wessex, Oxford, Edinburgh and Glasgow, and Berkshire and Buckinghamshire. This represents the monthly frequency of admission among 490 patients in England and Scotland. There is a period of continuing low frequency from June to August but no marked peak in any single month. Month of admission, rather than of onset as in Fig. I In Britain the return of children to school in September results in an increase in upper respiratory infections (Crofton and Douglas, 1969) . The frequency of Henoch-Schonlein purpura does rise in September and October from its low August level and this accords with an association with upper respiratory infection. However, the period of continuing high frequency is in the spring, from February to April.
Altogether 66% of Southampton children with Henoch-Schonlein purpura gave a history of preceding respiratory tract infection. A similar high frequency of respiratory infection was found by Lewis (1955) . However, in the present study an age-standardized comparison between patients and controls has shown that the frequency of preceding respiratory infection in patients is only 7% greater than that in the controls.
It may be concluded that, although seasonal variations in incidence of Henoch-Schonlein purpura in Britain are compatible with an infectious aetiology, there is, from this study, no evidence that in the majority of cases the infectious agent is either the haemolytic streptococcus, or any other organism causing symptoms of respiratory disease.
